Dr. NEILL HOBHOUSE said that this case was m-ost interesting and unusual, and could not be easily explained. To produce a complete hemiplegia, a hemorrhage must be either deep-seated or decidedly extensive. Owing to the speed and extent of recovery in this case it was impossible that the hoemorrhage had been deep-seated; it must have been superficial and extensive. He was much surprised at the absence of convulsions, and would have expected blood to have been present in the cerebrospinal fluid. It would be interesting to know what was there now and what would happen in the future, and he hoped the child would be kept under prolonged supervision. It was quite likely that all signs of hemiplegia would clear up, and that at some future date Jacksonian attacks might occur, the nature of which would be obscure if the history was not known. History.-From the day after birth the child, who was breast-fed, vomited, at first immediately after feeding and later 3-4 hours after. He appeared to keep nothing down; the vomiting was said to be projectile in character; the vomitus after a few days was of a deep yellow colour. He seemed vigorous, took his feeds well, appearing to be hungry, and passed meconium.
W'.
Skiagram taken 1i hours after barium feed, showing hold-up in stomach and duodenum, and dilatation of the first and second parts of the duiodenum. 20.11.37: At the age of 5 days he was first seen in consultation by one of us (K. H. T.). He was obviously dehydrated, and his weight, which had been 6 lb. 12 oz. at birth, had dropped to 5 lb. 5 oz. On palpation there was a suggestion of thickening of the pylorus, but nothing definite; no visible peristalsis and no other abnormal physical signs were observed. On the following morning (21.11.37) gastric lavage revealed a 3-oz. residue, containing bile. X-ray examination after a barium feed (screening and plate) showed a complete hold-up in the duodenum, thus confirming the diagnosis of duodenal atresia. On this day the infant passed bilestained material twice from the bowel. About 200 c.c. of saline were given subcutaneously during the day; the stomach was washed out, and feeds of breast milk were given.
21.11.37: Operation was carried out at 9.30 p.m. under local aneesthesia. An anterior gastro-enterostomy was performed, and the child stood the operation well. Subsequently he was given further small amounts of saline intravenously, subcutaneously, and by rectum, and was fed by mouth with small amounts of breast milk diluted with half-strength saline.
22.11.37: About twenty hours after operation, vomiting began again, and the child entered upon a peculiarly stormy period. On the next day, 23.11.37, he was bringing up bile-stained vomitus, and was keeping nothing down. He looked very ill and dehydrated. More subcutaneous saline was given.
24.11.37: On the assumption that the gastro-enterostomy was not functioning properly, the wound was reopened, a gastrostomy was performed, and a tube passed through the stoma into the jejunum. Feeding was commenced, through this tube, with 3 drm. of peptonized breast milk three-hourly. The stomach was drained by syphonage eight-hourly, and a small quantity of the bile-containing stomach contents was introduced through the tube into the jejunum. The subcutaneous administration of saline was continued. The child's general condition remained unaltered, but the vomiting was slight.
27.11.37: The tube through the stomach-wall into the.jejunum was found to be loose, and bile was leaking from the wound. The tube was removed, and an attempt was made to close the fistula. For about thirty hours the stomach was drained continuously by a tube through the cesophagus. All feeding was stopped, and a continuous intravenous drip of normal saline and 5% glucose was instituted. On the next day the amount of fluid given intravenously was slowly cut down, and feeding was begun by mouth with small amounts of peptonized breast milk, at first 2 drm. three-hourly. The intravenous drip was finally discontinued on 2.12.37. 29.11.37: No vomiting; bile-containing stools being passed. 30.11.37: Bile and milk were leaking from the wound. Great trouble was experienced at this stage in holding the edges of the wound together. Further vomiting occurred from time to time, sometimes being sufficiently troublesome to make temporary omission or alteration of feeding necessary. Despite this, and the occurrence of a thrombosis at the site of the intravenous injection, the child held his own.
8.12.37: It became obvious that the abdominal wall was being digested by the stomach contents and bile, which were now pouring from the wound. No measures availed to close the fistula, but the edges of the abdominal wall were repeatedly brought together by re-suturing, with the aid of special buttons. During this time dressings of certain buffer substances were employed, to counteract the ill-effects of the escaping gastric contents ; that which seemed most successful was Hartmann's solution diluted with raw egg white. An ointment composed of zinc oxide, aluminium powder, and paraffin was applied to protect the surrounding tissues.
From about 13.12.37 the child began to show definite improvement; he gained weight, and the wound began slowly to close and heal. From 1.1.38 the duration of peptonization of the breast milk was slowly lessened, and from 8.1.38 natural unaltered breast milk was given by bottle.
Blood examination (1.1.38): R.B.C. 3,400,000; Hb. 70%; C.I. 1-02; W.B.C. no abnormality. A small daily dose of iron was then commenced. The dosage was subsequently increased, and a transfusion of 50 c.c. of the father's blood was given on 11.1.38. No significant change was noted in the blood examination on 12.1.38; no abnormal red cells were seen; reticulocytes numbered 3.2%. 762 52 18.1.38: The patient was sent home, weighing 6 lb. 15 oz., with the wound almost healed. The stools were normal, and there was no vomiting. He was now feeding from the breast three-hourly, six times daily.
Since going home he has gained steadily in weight, at the rate of about 1 lb. weekly; the weight on 23.2.38 was 9 lb. 71 oz. The wound discharges only a little moisture at times, and now requires no dressing. His behaviour is in every way normal. He is contented, and sleeps well. There is no vomiting, and the bowels move normally. He is now being fed four-hourly at the breast, and is obtaining about 5 oz. at each feed. He is receiving 21 gr. of iron and ammonium citrate thrice daily, also haliverol (commenced on 8.12.37) and orange juice daily.
Blood examination (15.2.38): R.B.C. 4,080,000; Hb. 78%: C.I. 0 95. The shape, size, and colour of the corpuscles were generally good; there was no pronounced anisocytosis, no macrocytosis, and only one normoblast could be found in a film. Examination of the white cells showed nothing significant.
Comment.-There are few records of successful gastro-enterostomy for this condition in young infants; in the English and American literature we have found only six. Subsequent recoveries were recorded by Steward in a baby operated on at five days of age, by Bolling on an infant aged nine days, by Abel (at eight weeks), by Higgins (at twenty-two days), and by Browne at three weeks of age. As in some of these cases the infants had lived for many days before operation, it would appear that they were suffering from duodenal stenosis rather than a true atresia. The case most comparable with the one now recorded is that operated on by Steward, but in Steward's case the patient was considerably larger on the day of operation than the child now under consideration-weighing 81 lb. as against 5 lb. 5 oz. One of us (D. L.) has shown a similar case, that of an infant operated on at the age of 7 days.1 This case is not, however, included in the list of recoveries set out above, because the child died at a later date, and at post-mortem examination gross abnormalities in the rotation of the gut were discovered.
